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FOREWORD 



This training manual is a compilation of many years of study, research, and 
experience in the fields of fetal alcohol syndrome (FAS) and vocational rehabilitation 
(VR). FAS is both a complicated condition and a simple one if the reader will remember 
that the primary condition associated with FAS is permanent brain damage. Due to the 
complexities of this field, however, the training of others in FAS is not a task to be taken 
lightly. This manual does not fully include the guidance and feedback given by 
professional trainers. Therefore, this manual should only be used in an appropriate 
fashion and by properly trained professionals. 
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Fetal Alcohol Syndrome: 

A Training Manual to Aid in Vocational Rehabilitation 
and Other Non-medical Services 



"Let us put our heads together and see what kind of life 
we can make for our children. " 



-Sitting Bull 

Self-determination has been a phrase to live by in Native communities since the 
Indian Self-Determination Act was passed in 1975. It is a marvelous concept and one to 
be embraced. But . . . What if you are a child, adolescent, or adult with prenatal 
exposure to alcohol? Self-determination can, if preventive steps are not taken, turn into 
self-termination. The purpose of this training manual is to provide vocational 
rehabilitation (VR) and school counselors with background information and tools as an 
adjimct to training. With this information, trainees will be better equipped to help 
people with fetal alcohol syndrome (FAS) and related conditions to fulfill educational 
or employment goals and to reach their full potential. 

Since FAS was first defined as a medical syndrome in 1973, the extent of knowledge 
in the field has expanded dramatically. The highest incidence rates yet reported are 
associated with certain American Indian reservations and Canadian reserves, although 
the incidence rates in other American Indian communities are less than the national 
average (Stratton, Howe, & Battaglia, 1996, pp. 83-89). The most recent reliable data 
(for the year 1990) for American Indians and Alaska Natives show a rate of FAS more 
than 10 times the rate for the total population. More recent data (for the year 1993), 
while considered less reliable (National Center for Health Statistics, 1997, p. 130), 
indicate even higher rates for American Indians and Alaska Natives (Boufford, 1997). 

As American Indian and Alaska Native adults who can compete in the modem labor 



market leave their communities for higher paying jobs elsewhere, the number of adults 
who have fetal alcohol syndrome (FAS) or fetal alcohol related conditions (FARC) in 
these communities may become more inflated, and may become a more noticeable and 
significant problem requiring attention. People who are diagnosed with FAS/FARC 
are at high risk for learning disabilities, hearing impairments, and mental retardation. 

This manual is intended to aid the trainee in the following areas: 

• Understanding what fetal alcohol syndrome is and what it is not (Section D. This 
section of the manual presents the current definitions of FAS and FARC. Included 
in this section are a summary of the diagnostic process and an outline of the 
embryological origins of FAS. 

• Recognizing and assessing primary and secondary disabilities associated with 
FAS /FARC (Section II). This section explores the common primary and secondary 
disabilities or conditions associated with FAS and FARC as well as their impact on 
long-term functioning and vocational placements. 

• Screening for FAS or FARC (Section III). The third section explores the common 
tools used in the functional assessment of people with FAS and FARC. One of the 
items, the Fetal Alcohol Exposure Risk Assessment For Adolescents And Adults, is 
intended to help the vocational high school counselor screen for FAS /FARC and, if 
appropriate refer for a diagnostic evaluation or further testing. 

• Developing an individualized plan for employment, education, services, or 
programs (Section IV). The fourth section is a practical guide for using the material 
gained through assessment and screening of the client to write a viable, appropriate, 
and practical IxP [(Individualized Education Plan (lEP), Individualized Service Plan 
(ISP), or Individualized Plan for Employment (IPE)]. Three case studies are 
provided to help illustrate the points outlined above. Trainees are asked to use the 
knowledge gained to outline an appropriate plan for each of these case studies. 

• Designing and aiding the implementation of an individualized plan (Section V). The 
fifth section shows trainees how to design and aid the implementation of an 





individualized plan. A fourth case study is provided to give trainees practice with 
this process. 

Evaluate how a plan is working and make adjustments (Section VI). This final 
section aids the trainee in learning how to provide ongoing program evaluation and 
implementing any needed changes. 



I. UNDERSTANDING WHAT FETAL ALCOHOL SYNDROME IS 

AND WHAT IT IS NOT 



Terminology 

Fetal alcohol syndrome (FAS) was first defined as a medical syndrome in 1973 by 
researchers at the University of Washington in Seattle 0ones & Smith, 1973; Aase, 1981; 
Little, Asker, Sampson, & Renwick, 1986). A syndrome is a constellation of features 
related to a common etiology, in this case prenatal alcohol exposure. All of the 
following items are required for the diagnosis of FAS (Astley & Clarren, 1997): 

1. Confirmation of maternal alcohol exposure 

2. Evidence of a characteristic pattern of facial anomalies 

3. Evidence of growth retardation 

4. Evidence of central nervous system (CNS) dysfunction 

Other diagnostic categories addressing the existence of alcohol-related CNS 
damage occur in the absence of either facial abnormalities or marked growth 
deficiencies (Astley & Clarren, 1997; Stratton et al., 1996): 

1. Partial FAS with confirmed maternal alcohol exposure 

2. Atypical FAS 

3. FAS without confirmed maternal alcohol exposure 

4. Alcohol-related birth defects (ARBD), or Sentinel physical findings (a 
combination of key physical findings highly sensitive and specific to in utero 
alcohol exposure). 

5. Fetal alcohol related conditions (FARC), including 

a) Alcohol-related neurodevelopmental disorder (ARND) 

b) Static encephalopathy (any unchanging physical abnormality in the brain) 

c) Neurobehavioral disorder 
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It is in the fifth category (FARC) that the majority of clients affected by prenatal 
alcohol exposure are likely to fall. Alcohol-related neurodevelopmental disorder {ARND) 
may be defined as follows: 

A history of maternal alcohol exposure, along with CNS abnormalities characteristic of 
FAS, andjor evidence of a complex pattern of behavior or cognitive abnormalities that 
are inconsistent with developmental level and cannot be explained by familial 
background or environment alone, such as learning difficulties, deficits in school 
performance, poor impulse control, problems in social perception, deficits in higher 
level receptive and expressive language, poor capacity for abstraction or metacognition, 
specific deficits in mathematical skills, or problems in memory, attention, or judgment 
(Stratton et al, 1996, p. 5). 

This category is similar to static encephalopathy (Astley & Clarren, 1997, p. 16), 
fetal alcohol-related conditions (FARC), or the previously used term, fetal alcohol 
effects (FAE). 



Diagnosis 

Diagnosis is made by an expert trained in the assessment of birth defects. This can 
include specially trained physicians such as dysmorphologists, geneticists, pedia- 
tricians, neurologists, and obstetricians-gynecologists. Diagnosis should not be made 
by nurses, psychologists, teachers, vocational or school coimselors, or physicians who 
do not have the training and experience required, because the diagnosis must 
differentiate between FAS and certain genetic disorders that look similar to it, such as 
fragile-x syndrome, Aarskog syndrome, Noonan syndrome, and Fetal hydantoin 
syndrome (Astley & Clarren, 1997, p. 2). For many people, a diagnosis of FAS 
stigmatizes the birth mother. Therefore, diagnosis is a serious matter, and should be 
made by a team including, but not limited to, the dysmorphologist, an educational 
expert, a family or community advocate, a psychologist, a social worker, an 
occupational therapist, a speech and language expert, a public health nurse, and a VR 
counselor, if the client or student is an adolescent or adult. Each member of the team 
contributes significant input and, after diagnosis, serves as an advocate, support, and 



educational resource for the family. This is particularly important when it comes time 
for implementation of an individualized service, education, or employment plan. 

This team model has been designed and implemented through the University of 
Washington in Seattle by Dr. Sterling Clarren and Dr. Susan Astley. This team 
approach is the center of a network of similar clinics being operated around the state of 
Washington and the United States (Clarren & Astley, 1997). This model is particularly 
helpful in that it accesses and utilizes resovuces currently in place in each community. It 
can also be an excellent guide for identifying where there are service gaps and 
providing information to community leaders about the best possible method to plug 
these gaps. 

Diagnosis is based on an assessment of the factors outlined above (Astley & 

Clarren, 1997). In the Astley and Clarren system, each factor is ranked on a 4-point 
Likert scale and placed on a four-by-fovu grid. The rank of each area is determined in 
conjunction with a diagnostic team and standard scores for each area. For example, 
growth is based on height and weight. Genetic factors, such as parental height, should 
be considered when determining if a client is truly growth deficient. Weight is adjusted 
for gender and age and then, based on the standard scores, a number is assigned and 
placed into the grid. Weight is assessed over the life span of the client. The lower the 
overall pattern of weight, the higher the score on the grid, e.g., a client who was below 
the 5th percentile at birth and remains growth deficient would receive a score of 4 on 
the grid. 

Facial abnormalities are assessed through measurements and comparison of the 
philtrum/ upper lip area to a standardized chart. The length of the eye slit (palpebral 
fissvue) and the distance between the eyes is measured. The smaller the eyes and the 
greater the distance between the eyes, the higher the score for the eye measvuement. 
However, some ethnic groups may have different population standards for palpebral 
fissvues (Stratton et al., 1996, p. 72), and the standards for American Indians and Alaska 
Natives are not well known. The eye measurement is figured in with the level of 
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abnormality of the philtrum/upper lip area and assigned a score. This score is placed 
on the grid. 

Evidence of brain (CNS) damage can include lower IQ scores, a small head 
(microcephaly), or testing results. IQ scores lower than 60, abnormalities on a brain 
scan or other objective tests, or a persistent pattern of neurologic findings, such as 
microcephaly or a diagnosed seizure disorder, would rate the client a score of 4 on brain 
damage. 

To obtain a 4 on the grid for alcohol exposure, the client's mother or another 
reliable informant must confirm maternal prenatal use and report exposure that would 
produce a blood alcohol concentration greater than 100 mg% weekly, early in the 
pregnancy (Astley & Clarren, 1997). Lower frequency and amoimts would result in a 
lower score on the grid. A rank of 2 means alcohol exposure unknown, and a rank of 1 
means confirmed absence of gestational alcohol exposure. 

Fours or threes in all of the above categories are required to receive a diagnosis of 
FAS. There are 256 different diagnostic codes based on this grid system. To be 
considered for a diagnosis of FARC, there must be evidence of both alcohol exposure 
and brain damage, e.g. through behavior or testing scores. As other developmental 
disabilities, personality disorders, and psychiatric disorders can also produce signs of 
brain damage, FARC cannot be considered a possibility without confirmed prenatal 
alcohol exposure. 

In addition to the four factors outlined above, pre and postnatal trauma other than 
exposure to alcohol must be taken into account. For example, if a client has been 
sexually abused, this must be taken as a possible factor in rating the amoimt and type of 
CNS damage. If the mother was in a serious car accident prior to the client's birth, this 
must be taken into account in assessing the physical findings and brain damage. There 
are many of these factors, some of which will become clear in reading the case studies 
included in this manual. The Astley-Clarren grid can also be used as a screening and 
referral tool (see the section on Assessment for more information on this process). 
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Embryology 

The auditory, vestibular, ocular, CNS, and craniofacial systems are tied together 
embryologically, anatomically, and functionally. Congenital anomalies in one system 
are generally associated with anomalies in the other systems (Church & Kaltenbach, 
1997). Alcohol is a powerful teratogenic (birth defect causing) drug. Organs form 
during the first 6 to 12 weeks after implantation of an embryo, so that exposure to any 
teratogen (such as alcohol) during that time can lead to gross structural malformations 
and other alcohol-related birth defects (ARBD), including the facial features 
characteristic of FAS. Brain development occurs throughout gestation and past birth. 
At any point during gestation, after implantation has occurred, the brain can be 
adversely affected by maternal alcohol consumption. Embryonic cells can be killed by 
maternally consumed alcohol, and neuronal cell populations may be particularly 
vulnerable. The brain damage associated with prenatal alcohol exposure is often due to 
the disruption of brain cell migration as the brain develops. Gross brain structures may 
be significantly reduced in size, resulting in microcephaly or the reduction in size of 
specific parts of the brain. Alcohol can impair development of the corpus callosum, the 
band of connecting tissue between the right and left hemispheres. Ocular and auditory 
defects are also common. In fact, the presence of a congenital eye anomaly is usually 
thought to indicate the presence of an inner ear anomaly (Church & Kaltenbach, 1997). 
For these reasons, hearing and visual impairments are common in people with FAS. 

The face is also developing at this time, so that daily consumption or heavy binge 
drinking can impact fetal development, resulting in the classic face seen in FAS and 
used as part of the diagnostic criteria on the Astley-Clarren grid (see Section III). 

Following the stage of organogenesis, toxic exposure to teratogens, instead of 
producing gross structural malformations, produces histological changes in tissues, 
inhibits growth, and produces subtle changes in the developing CNS (often manifested 
as neurobehavioral effects) by interfering with histogenesis, synaptogenesis, neuronal 
differentiation and migration, the formation of myelin, and so forth (Stratton et al.. 
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1996, p. 39). These two forms of brain damage (structural malformations and cell-level 
damage) are the source of the many disabilities associated with FAS and FARC 
(Streissguth, Clarren, & Jones, 1985; Conry, 1990; Uecker & Nadell, 1996; Stratton et al., 
1996) and are involved in the CNS dysfunction that is part of the definition of FAS and 
FARC. 

Most fetal growth occurs in the third trimester. Alcohol consumed in the last 
trimester can lead to decreased fetal growth, brain damage, or more subtle physical 
problems. No amoimt of alcohol has been determined to be safe, and after implantation 
has occurred, no time during pregnancy is free from risk if alcohol is used by pregnant 
women. 
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II. PRIMARY AND SECONDARY DISABILITIES ASSOCIATED WITH 

FAS AND FARC 

Terminology 

Brain damage caused by prenatal alcohol exposure cannot be cured, nor can the 
brain cells killed by alcohol be replaced. The effects of the brain damage can be 
reduced, and to some extent the brain can be rebuilt by constant repetition to develop 
new links between cells (synaptogenesis). However, the extent of brain repair in 
individuals with FAS /FARC has not been adequately studied. Current experience 
indicates that even with early intervention, brain damage and its associated behaviors 
are likely to persist across the life span. 

This primary condition (brain damage) affects the individuaTs ability to fimction. 
The extent of these effects is determined by how much and when the mother drank 
during her pregnancy, and by individual characteristics. Associated with this primary 
condition, there may be comorbidity or co-occurring health conditions, as well as 
secondary conditions. For example, attention deficit hyperactivity disorder (ADHD) is 
often associated with FAS. It is a distinct disability that may co-occiur with FAS but is 
not necessarily caused by FAS. 

Primary Disability 

The VR system defines primary disability as the one that is most vocationally handi- 
capping. This is not necessarily the most severe disability. In schools, the primary 
disability might similarly be identified as the one that is most educationally 
handicapping. 

A primary disability may also be thought of as a disability that one is born with. In 
the case of FAS, the primary disabilities result from brain damage and, as such, cannot 
be cured. FAS is generally considered a medical condition and is not recognized per se 
as a disability. However, FAS may result in one or more recognized disabilities, such as 
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mental retardation, or learning disability. But the word "primary" is relative: Medical 
people tend to understand primary as referring to the cause, whereas professionals in 
VR are more likely to understand primary as referring to the most vocationally 
handicapping disability. 

Disabilities Commonly Associated with FAS /FARC 

Although FAS /FARC has been associated with many disabilities, quantitative 
studies of comorbidity are few. A study of 145 FAS/FARC cases in Alaska (Colberg, 
1997) showed that 41% of the cases had speech or language delay, 35% had fine or gross 
motor delay, 28% had short attention span or attention deficit disorder (ADD), and 20% 
had learning disability or mental retardation. Most of these 145 cases (83%) were 
Alaska Natives. Multiple disabilities were common. In another study in Alaska of 36 
children with FAS, 34% had a speech impairment, 20% had mental retardation, 20% had 
learning disabilities, 14% had "pre-school disabilities" (developmental delays), 6% had 
serious emotional disturbance, and 6% had multiple disabilities (Gessner, Bischoff, 
Perham-Hester, Chandler, & Middaugh, 1998). Church, Eldis, Blakley, and Bawle 
(1997) cited a study reporting a high incidence (29%) of hearing impairment due to 
sensorineural hearing loss (SNHL) in a group of 14 children with FAS. Their own study 
of 22 FAS patients showed that 27% had mild SNHL, 82% had receptive language 
deficits, and 73% had expressive language scores more than one standard deviation 
below the norm for their chronological ages. They concluded that "virtually every FAS 
patient with a language disorder also had a hearing disorder and vice versa" (p. 231). 

Language disorders can impact a person's performance across many aspects of life, 
and certainly vocational development is no exception. Persons with FAS /FARC may 
be talkative, but what they say can sometimes seem inappropriate or out of place. They 
have been described as "talking too much and too fast, but having little to say" 
(Streissguth, LaDue, & Randels, 1988, p. 31). The capacity for verbal output may exceed 
their ability to process verbal output: They may find it difficult to absorb and recall a 
simple list of instructions. However, "careful observation and testing may be able to 



illustrate high levels of competence in non-language based problem solving (e.g. Block 
Design on the WISC-R) and may help to differentiate the language disabled student 
from the child with Fetal Alcohol Syndrome" (Wegmann, Colfax, Gray, & Reed, 1998, p. 
31). 

In a much larger sample of persons from the Pacific Northwest, 27% of clients with 
FAS and 9% of clients with FAE (FARC) had IQs of 70 or below, suggesting the 
possibility of mental retardation. More than 40% of adults had attention deficit 
problems and more than 50% had depression problems (Streissguth, Barr, Kogan, & 
Bookstein, 1996, pp. 20 & 35). 

In summary, people who have FAS /FARC are at high risk for speech or language 
disorders, learning disabilities, hearing impairment, mental retardation, attention 
deficit disorders (ADD), depression, and other disabilities. However, these disabilities 
in a person with FAS/FARC often differ in details from the way these disabilities are 
expressed in persons who do not have FAS/FARC (Wegmann et al., 1998, p. 31). These 
unique qualities are only beginning to be rmderstood. 

Secondary Disabilities /Conditions 

In VR, a secondary disability is any disability that is vocationally handicapping but 
is not the primary disability. In the literature on FAS, secondary conditions are some- 
times referred to as "secondary disabilities." They are considered secondary because 
they develop as the result of a primary condition, i.e., alcohol-induced damage to the 
brain of the fetus. In VR literature, these secondary disabilities are more likely to be 
considered as secondary conditions or functional limitations. These are discussed in 
more detail in the following sections. 

The term secondary conditions was coined in 1988 (Marge, 1988) to refer to the 
additional disabilities (or conditions) that may result from the acquisition of a primary 
disability (or condition). Several factors help identify a secondary disability/condition: 

1. It is associated with and arises from the increased risks created by the primary 
disability (or condition). 
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2. It may be just as limiting as the primary disability (or condition) in negatively 
impacting daily functioning. 

3. The secondary disability (or condition) occurs after the acquisition of the 
primary disability (or condition) — there is usually a lag time or latency period 
between the recognition of the primary and secondary conditions. In the case of 
FAS /FARC, the secondary disabilities (or conditions) are often the first 
recognized. 

This dual terminology (disabilities vs. conditions) is the result of shifting emphases 
within the professions. A secondary disability is distinguished from a comorbid or co- 
occurring health condition. Streissguth and her colleagues at the University of 
Washington have used the term "secondary disability" in this context. However, over 
the past decade or so a number of scientists at the Centers for Disease Control have 
indicated that interest in this area should not be restricted to secondary disabilities 
alone but should encompass all health complications that may arise because of the 
increased risks to health created by the primary disability. Therefore, it has been 
argued that a better term is "secondary conditions" to cover all health complications. At 
first, this term was intended to refer to physical and mental health issues. Now it also 
includes behaviors, events, and so forth. Restricted usage of the term "disability" is 
common in VR, in which the secondary disabilities discussed in the FAS literature 
would more likely be recognized as secondary conditions. 

Thus, "secondary conditions" is the term used in this manual to distinguish a broad 
array of physical, medical, social, emotional, or familial conditions and limitations to 
which someone with a primary diagnosis is vulnerable by virtue of that primary 
condition. 

These secondary conditions can often be treated and remediated. Individuals with 
FAS /FARC are at high risk for these secondary conditions, which can be associated 
with functional limitations. Secondary conditions due to alcohol-related brain damage 
may include but are not limited to memory problems, difficulties with abstracting 
abilities, impulsivity, a lack of understanding of cause and effect, poor judgment, and 
being easily influenced. Psychiatric problems, loss of residential placement, educational 
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and vocational concerns, legal issues, in both civil and criminal cases, psychosocial 
problems, and substance abuse are frequently reported in the FAS literature as 
secondary disabilities associated with prenatal alcohol exposure. For people with 
FAS /FARC, it is the secondary conditions that most negatively impact gainful 
employment (For a more in-depth discussion of the secondary disabilities associated 
with fetal alcohol syndrome, see Streissguth et al., 1996.). 

This difference in terminology between secondary disabilities and secondary 
conditions makes it appear as if the fields of FAS research, on the one hand, and special 
education and VR on the other hand, often speak different languages. In reality, the 
fields are far closer than one might think, as we hope to show, and the differences are 
due at least in part to an evolving terminology. For this training manual, the following 
terminology is used: 

Primary Condition: This is a condition that one is bom with that cannot be 
changed (e.g., FAS or cerebral palsy). 

Primary Disability: This is the disability that is most vocationally or 
educationally handicapping (e.g. mental retardation). 

Secondary Condition: This is a condition that one is not born with, but that 
develops as a product of a primary condition and one's environment. This 
term is similar to functional limitation. 

Secondary Disability: A secondary disability is a barrier to vocational or 
educational progress, but is not the primary disability. 

Functional Limitations 

A barrier or deficit that interferes with some predetermined standard of fimctioning 
is called a "functional limitation." The standard used in VR programs is past, current, or 
potential successful vocational performance. The entire development of a VR case 
hinges on the proper identification of functional limitations at the outset. Functional 
limitations are a key concept in VR because the services provided imder the IPE are 
directed explicitly at the remediation of these limitations. Functional limitation 
statements provide a basis for explaining why an individual needs services, why 



specific services are planned, and how these services are expected to contribute to the 
individual's rehabilitation. Sinailarly, in an educational context, the standard naight be 
past, current, or potential successful educational performance. This information is to be 
used to describe the client when determining eligibility, planning services (such as the 
IPE), and describing improvement in functioning at closure or at annual performance 
evaluations. 

Specific information about functional limitations that are common among 
individuals with FAS or FARC are summarized from pages 16-19, along with codes 
used in the VR system in Arizona (similar systems are in use in other states). An 
asterisk indicates a functional limitation that identifies a client as severely impaired 
when both the limitation exists and the individual needs multiple services over an 
extended period of time [Note: Bulleted capital letters in outline indicate selected items 
drawn from Arizona's more comprehensive list]. 





02 - Communication Limitations ■ ' ' : • . . \ ^r: '' 

• J. Cannot read or speak English [Note: this assumes an English-speaking home and 

school environment. Not to be used alone.] 

• K. Lacks commionication skills (e.g., deaf person with no knowledge of sign 

language). People with FAS/FARC have difficulty processing verbal input, so 
have them repeat back in their own words their understanding of what was just 
said to see if they processed the information. If they cannot do this, they may 
lack communication skills or have a speech or language impairment. 

• L. Has poor or no interactive skills with other people. 



03 - Seiisory Limitatioris 
• A. Cannot tolerate loud noises. 



04 -E)ysfimctiona:l:Behavior(Erhotional):^,.f r ■ , . A 

Disabilities, and their impact, can often lead to emotional or affective concerns such 
as a lack of confidence, changes in self-esteem after becoming disabled or recognizing 
the presence of a disability in one's self, and emotional stress caused by the 
consequences of the disability. The functional limitations should be identified and steps 
to ameliorate or decrease these problems should be included in the lEP/IPE. [When 
these limitations are the basis of VR intervention they should be identified and considered to be 
"based on the individual's disability."] Limitations in this category [Dysfunctional Behavior 
(Emotional)] include those listed below: 

• A. Lacks confidence in ability to work and to (re)enter the labor market. 

• B. Unable to deal with the facts of disablement as they relate to taking 

responsibility for a new life. 

• C. Suffers from violent mood swings. 

• D. Has difficulty controlling his or her temper. 

• E. Has fears or phobias affecting his or her ability to work or live independently. 

• F. Suffers from extreme passivity. 

• G. Does not relate normally with people (poor social and interpersonal skills). 

• H. Is abusive to self or others. 
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04 - Dysfunctional Behavior (Emotional) - continued ; ; ! 

• I. Has a low energy level. 

• J. Has unrealistic view of self. 

• K. Has unrealistic view of the world of work. 

• L. Is not in touch with reality. 

• M. Has little or no sense of personal identity. 

• N. Has low self-esteem. 

• O. Is awkward in social settings. 

• P. Has not learned basic social or survival skills. 

• Q. Cannot handle stress as it relates to everyday living. 

06 - Invisible Limitations , : ^ 

• A. Lacks vocational skills [cannot be used alone]. 

• B. Lacks work habits (does not know how to work). 

• C. Has knowledge or training in a specific vocational area but lacks the 

performance skills for job placement. 

07 - Restricted Environment - . ■ ■ . - - - ' 

• A. Must be in a controlled environment. 

• H. Must avoid an environment with excess noise. 

• K. Must be able to move about freely (cannot stay in one position for long periods 

of time). 



08 - Mental Limitations ,■ 

The limitations in this category encompass intellectual capacity and achievement. 
Deficits in these areas can seriously impact the client's ability to learn, recall, process, 
and use information in a positive fashion. Individualized plans should address the 
possible or actual limitations the client has in each of the following areas and provide 
for services to reduce the negative impact of such deficits. Limitations in this category 
include those listed below: 

• A. Impaired ability to learn in one or more areas. ^ 





17 



